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New York
(16)
Attachment 4.19 B
(01/01)
Hyperbaric Oxygen Thera BO

The Department of Health will conduct a pilot reimbursement program for a
period of three years to study and determine the efficacy of funding certain
outpatient HBOT services provided by select hospitals in New York State.

(a) Hospitals will be selected based upon their experience in providing outpatient
HBOT services and pending appeals to establish specialty outpatient HBOT
rates of reimbursement, which were submitted to the Department no later than
January 25, 2000. In order to participate in the program, such hospitals will be
required to submit quarterly reports to the Department that include specific
measurable outcomes in order to determine the effectiveness of the program.

(b) Outpatient HBOT services covered by Medicaid in this pilot program include
only those listed in Section 35-10A of the Medicare Coverage Issues Manual
published by the Health Care Financing Administration.

(c) The payment rate for outpatient HBOT services provided in accordance with
section 35-10A of the Medicare Coverage Issues Manual shall be the current
Medicare APC rate paid through the hospital outpatient prospective payment
system.
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